Postoperative coronary arterial spasm is a rare but potentially fatal complication. A 51-year-old male patient with a history of a reactive ergonovine stress test coronary angiogram developed refractory coronary artery spasm after undergoing minimally invasive direct coronary artery bypass grafting of the left anterior descending coronary artery. The patient was successfully managed with rapid implementation of intra-aortic balloon-pump counter pulsation and extracorporeal membrane oxygenation. A pre-discharge coronary computed tomography angiogram also showed the LITA graft to be completely patent with resolution of the previous LAD spasm (Fig. 3) . The patient was eventually discharged on POD 41 and remained symptom free at 1 year follow-up with a widely patent LITA to LAD bypass graft on computed tomography imaging.
DISCUSSION
Coronary spasm is a well recognized and important cause of postoperative myocardial infarction or stunning. The incidence of medically refractory and angiographically documented coronary artery spasm has been reported to be a rare but potentially fatal complication that may involve either the bypass graft or the native coronary artery [1] [2] [3] [4] . It has been implicated in ventricular arrhythmias, cardiac collapse, and other cardiac related deaths [1, 4] . Although the exact etiology has not been fully elucidated [3, 4] , direct coronary artery manipulation, elevated catecholamine levels, hyperventilation, alkalosis, hypothermia, and the release of platelet derived vasospastic factors such as thromboxane A2, autonomic nerve stimulation, and hypomagnesemia have all been cited as possible causes [1, 3, 4] . Accurate distinction of a spastic from a permanent mechanical cause of coronary occlusion based on symptoms and clinical signs alone may be extremely difficult.
Nevertheless, rapid establishment of an accurate diagnosis is key to implementing timely life saving treatment [2, 3] . A strong index of suspicion for coronary spasm based on the patient's prior history of a reactive ergonovine stress test led to a correct diagnosis without unnecessary delays in the present case.
Intravenous or direct coronary osteal infusion of nitrates or calcium channel blockers with intra-aortic balloon-pump counter pulsation in hemodynamically unstable patients is generally accepted as the first line treatment of choice [1] [2] [3] [4] .
Newer therapeutic agents such as the Rho-kinase inhibitor fasudil [5] or multiple stenting of the spastic coronary artery have also been described as possible treatment options [6] .
In the present case, in which all modes of medical treatment 
